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D 000 Initial Comments 

A licensure survey was conducted on October 9, 
2012 and October 12, 2012. The findings of the 
survey was based on observations of the 
Community Residential Facility (CRF), interviews 
with the administrative staff, as well as a review 
of clinical and administrative records, including 
incident reports. A sample of three residents was 
selected from a resident population of three with 
various medical disabilities. A thoroUgh 
environmental inspection was conducted of the 
facility, and there were no siginificant deficiencies 
that would be life threatening to the residents 
and/or staff. 

D 200 3400.2(e) General Provisions 

(e) The supervision of the community residence 
facility's sanitation, safety, laundry, and dietary 
standards and services, and of its services 
relating to the health, education, and welfare of its 
residents; 

This CONDITION is not met as evidenced by: 
Based on interview and record review, the 
Community Residential Facility (CRF) failed to 
ensure there was supervision of the resident's 
services related to their health for one of the three 
residents included in the sample. (Resident #2) 

The finding includes:  

ED 000 

D 200 

1. Review of Resident #2's record on October 
12, 2012, at 11:58 a.m, revealed he was 
prescribed Humalog Insulin Injection, 4 units 
before each meal at 8:00 a.m., 12:30 p.m., and 
5:00 p.m. on June 27, 2012. According to the 
Assistant Director (AD), the resident attends a 
Seniors Day Program where one of the 
employees is a Registered Nurse (RN). An 
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D 200 Continued From page 1 

interview conducted with the day program's 
Director on October 9, 2012, at approximately 
1:28 p.m. verified that a RN did provide services 
at the center, however, she was was not able to 
administer Resident #2's Insulin. 	Continued 
interview with the Director revealed the reason 
the RN could not administer the Insulin was 
because the program had an Admission 
Agreement that included a clause for limited 
administration of medication. 	 ,, 

Review of Resident #2's Medication
Administration Record (MAR) on October 12, 
2012, revealed Resident #2's did not receive his 
Insulin at 12:30 p.m. on the following days: 
September 1-3, 2012, September 6-g, 2012, 
September 13-14, 2012, September 17, 20 -21, 
and September 24-28, 2012. 

October 12 , 2012, at approximately 1:51 p.m. 
revealed Resident #2 had been hospitalized from 
June 13, 2012, and discharged on June 26, 2012. 
Further interview with the AD revealed the 
resident had experienced a heart attack. Review
of the resident's record on October 12, 2012, at 
approximately 2:02 p.m. revealed a 
recommendation for Resident #2 to follow-up with 
a cardiologist on August 17, 2012. According to 
the AD, Resident #2 was not seen by the 
cardiologist and that the appointment was 
canceled due to other doctor appointments. 

At the time of the survey, the facility failed to 
ensure that Resident #2 kept his follow-up 
appointment with the Cardiologist's after
experiencing a heart attack. 

2. Interview with the Assistant Director (AD) on  
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